AT LEAST ONE FOURTH OF U.S. ADULTS ARE known to have prediabetes, a condition defined as having impaired fasting glucose (plasma glucose level of 100 to Ͻ126 mg/dL after an overnight fast), impaired glucose tolerance (plasma glucose level of 140 to Ͻ200 mg/dL after a 2-hour oral glucose tolerance test), or both.
1-3 Persons with prediabetes are at increased risk for developing type 2 diabetes, heart disease, and stroke. [3] [4] [5] However, lifestyle changes can prevent or delay development of diabetes and its complications among persons with prediabetes. 3, 5 To assess the prevalence of self-reported prediabetes among U.S. adults and the prevalence of activities that can reduce the risk for diabetes, CDC analyzed responses to questions regarding prediabetes asked for the first time in the 2006 National Health Interview Survey. This report summarizes the results of that analysis, which determined that, although at least one fourth of U.S. adults are known to have prediabetes through surveys that included laboratory testing, in 2006, only an estimated 4% of U.S. adults had been told they had prediabetes. Among those who had been told they had prediabetes, 68% had tried to lose or control weight, 55% had increased physical activity or exercise, 60% had reduced dietary fat or calories, and 42% had engaged in all three activities. Persons at greater risk for diabetes should be tested according to published recommendations, and persons with prediabetes should lose or control their weight and increase their physical activity to reduce their risk for developing diabetes (BOX).
NHIS is an annual, nationally representative, household probability survey of the noninstitutionalized, U.S. civilian population, conducted by face-toface interview. 6 In 2006, the survey included 24,275 adults aged Ն18 years. NHIS sample weights were calibrated to 2000 U.S. census-based totals for sex, age, and race/ethnicity. The total household response rate was 87%, and 81% of persons identified as sample adults completed the interview, yielding a final response rate of 71% for the adult sample.
6
All participants who did not answer "yes" to the question "Other than during pregnancy, have you ever been told by a doctor or health professional that you have diabetes or sugar diabetes?" were asked five additional questions: "Have you ever been told by a doctor or health-care professional that you have (1) prediabetes? (2) impaired fasting glucose? (3) impaired glucose tolerance? (4) borderline diabetes? or (5) high blood sugar?" Prediabetes was defined as answering "yes" to at least one of these five questions. Under this definition, 984 participants reported having been told they had prediabetes.
NHIS participants also were asked three questions about their riskreduction activities: "People often engage in activities to lower their risk for health problems or certain diseases. During the past 12 months have you (1) been trying to control or lose weight? (2) increased your physical activity or exercise? or (3) reduced the amount of fat or calories in your diet?"
Prevalence of self-reported prediabetes was estimated by sex, age group, race/ ethnicity, and weight status.* To make comparisons among the levels of each covariatewhilesimultaneouslyadjustingfor differences in the distributions of all the other covariates, adjusted percentages were estimated from a logistic regression model predicting prediabetes as a function of sex, age group, race/ethnicity, and weight status. 7 Among those adults with self-reported prediabetes, estimates were madeofthepercentagestoldtheyhadeach of five conditions indicative of prediabetes (i.e., prediabetes itself, impaired fasting glucose, impaired glucose tolerance, borderline diabetes, or high blood sugar). Estimates then were made of the percentageswithprediabeteswhoengagedineach of the three risk-reduction activities and thepercentageswhoengagedinzero,one, two, or all three activities.
In 2006, an estimated 4.0% of U.S. adults had self-reported prediabetes. Among them, 64.4% (95% confidence interval [CI]=59.9%-68.7%) had been told they had borderline diabetes. Percentages for the other four conditions indicative of prediabetes were as follows: high blood sugar, 38.3% (CI=34.3%-42.5%); prediabetes itself, 33.7% (CI=30.3%-37.3%); impaired glucose tolerance, 15.5% (CI=12.3%-19.2%); and impaired fasting glucose, 15.2% (CI=12.4%-18.6%). In addition, 43.3% (CI=39.5%-47.3%) had been told that they had two or more of the five conditions.
The estimated prevalence of selfreported prediabetes increased with age, ranging from 2.7% among those aged 18-44 years to 6.0% among those aged Ն65 years. Prevalence also increased with weight status: 2.3% among those with normal weight, 3.9% among those categorized as overweight, and 6.3% among those categorized as obese. Prediabetes was more prevalent among women (4.8%) than men (3.2%). No significant differences were observed in prevalence by race/ethnicity.
Among adults with self-reported prediabetes, 67.6% (CI=63.7%-71.4%) had been trying to lose or control weight during the preceding 12 months, 59.8% (CI=55.6%-64.0%) had reduced dietary fat or calories, and 54.7% (CI=50.7%-58.7%) had increased physical activity or exercise. Although 42.1% (CI=38.0%-46.3%) reported engaging in all three activitiesduringthepreceding12months, 23.9% (CI=20.3%-27.4%) had not engaged in any of these risk-reduction activities.
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CDC Editorial Note:
This report provides the first nationally representative estimates of the prevalence of selfreported prediabetes in the U.S. adult population and the first estimates of the prevalence of risk-reduction activities among adults who had been told they had prediabetes. The results indicate that, in 2006, only 4% of U.S. adults were aware they had prediabetes or a condition indicative of prediabetes. In addition, 24% of U.S. adults with prediabetes did not participate in any of three recommended risk-reduction activities
The finding of 4% self-reported prevalence of prediabetes is low compared with the 26% of U. The results of this analysis also might indicate that a large percentage of persons with prediabetes have not been tested or diagnosed. The tests used to screen for prediabetes are the same as those used to screen for diabetes, and the population at risk for prediabetes is the same population as that at risk for type 2 diabetes. Hence, screening recommendations for prediabetes are essentially the same as those for diabetes.
3 The American Diabetes Association has recommended that testing for prediabetes and diabetes be considered for adults who meet certain criteria (see sidebar).
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The Diabetes Prevention Program intervention trial showed that diet and exercise can lower the incidence of type 2 diabetes by 58% over 3 years among those athighriskfordiabetes.
5 Trialparticipants lost weight by reducing dietary fat and calories and by exercising at least 30 minutes a day, 5 days a week. The American DiabetesAssociationrecommendsthatclinicians counsel patients with prediabetesonweightlossof5-10%ofbodyweight and on increasing physical activity to at least 150 minutes of moderate activity (e.g., walking) per week. Metformin administration should be considered under certain circumstances.
8 However, the results in this report indicate that, although 42%ofadultswithprediabetestriedtolose or control weight, reduce fat or calories, and increase physical activity, one fourth did not engage in any of these riskreduction activities.
The findings in this report are subject to at least two limitations. First, NHIS interviews are household based and do not include persons who are institutionalized, including those living in nursing homes. Second, the 2006 NHIS questions regarding self-reported prediabetes were asked for the first time. Hence, no previous studies are available for comparison and validation.
Interventions to prevent or delay onset of type 2 diabetes in persons with prediabetes are feasible and cost effective, and lifestyle interventions are more cost effective than medications. 9 The gap in prevalence between those with prediabetes and those aware of their condition presents an opportunity to reduce the burden of diabetes by increasing awareness of prediabetes and en- CIGARETTESMOKINGANDEXPOSURETOTObacco smoke are associated with premature death from chronic diseases, economic losses to society, and a substantial burden on the United States health-care system.Smokingistheprimarycausalfactor for at least 30% of all cancer deaths, for nearly 80% of deaths from chronic obstructive pulmonary disease, and for early cardiovascular disease and deaths. 1 In 2005, to assess the economic and public health burden from smoking, CDC published results of an analysis of smokingattributable mortality (SAM), years of potential life lost (YPLL), and productivity losses in the United States from smoking during [1997] [1998] [1999] [2000] [2001] . 2 The analysis was based on data from CDC's SmokingAttributable Mortality, Morbidity, and Economic Costs (SAMMEC) system,* which estimates SAM, YPLL, and productivity losses based on data from the National Health Interview Survey and death certificate data from the National Center for Health Statistics. This report presents an update of that analysis for 2000-2004, themostrecentyearsforwhichsourcedata are available. The updated analysis indicated that, during 2000-2004, cigarette smoking and exposure to tobacco smoke resulted in at least 443,000 premature deaths, approximately 5.1 million YPLL, and $96.8 billion in productivity losses annually in the United States. Comprehensive, national tobacco-control recommendations have been provided to the public health community with the goal of reducing smoking so substantially that it is no longer a significant public health problem in the United States. 3, 4 The adult and the maternal and child health SAMMEC software modules were used to estimate SAM, YPLL, and productivity losses attributed to diseases caused by smoking. Sex-and agespecific smoking-attributable deaths were calculated by multiplying the total number of deaths for 19 adult and four infant disease categories by estimates of the smoking-attributable fraction (SAF) † of preventable deaths. The attributable fractions provide estimates of the public health burden of each risk factor and the relative importance of risk factors for multifactorial diseases. Because of the effect of interactions between various risk factors, attributable fractions for a given disease can total more than 100%. For adults, SAFs were derived using sexspecific relative risk (RR) estimates from the American Cancer Society's Cancer Prevention Study-II (CPS-II) for current and former smokers for each cause of death for the period 1982-1988. For ischemic heart disease and cerebrovascular disease deaths, RR estimates also were stratified by age (35-64 years and Ն65 years). Sex-and age-specific (35-64 years and Ն65 years) current and former cigarette smoking prevalence estimates from the National Health Interview Survey also were used to calculate SAFs. For infants, SAFs were calculated by using pediatric RR estimates and maternal smoking prevalence estimates from birth certificates. Smoking-attributable YPLL and productivity losses were estimated by multiplying sex-and age-specific SAM by remaining life expectancy 5 and lifetime earnings data. 6 In addition, smoking-attributable residential fire-related deaths 7 and lung cancer and heart disease deaths attributable to exposure to secondhand smoke 8, 9 were included in the SAM, but not in YPLL and productivity loss estimates. 
